pulses. This phase is often referred to as the`herald bleed'. As rupture ensues, a spectrum of physical signs can develop, sometimes during the course of assessment, as here. The cause of the persistent sinus bradycardia in this patient may have been vagal stimulation by stretching of bowel mesentery from aneurysm rupture.
When elevation of the left hemidiaphragm is associated with a ruptured thoracic aortic aneurysm 1 , the mechanism is thought to be compression of the left phrenic nerve. In the present case the likely cause was not paralysis but an upward push from the blood accumulating below, leading to splinting of the abdomen and displacement of bowel to the right.
Aneurysm rupture can present in numerous ways 2±5 , and timely surgical intervention depends on clinical alertness. A notable case of ruptured aneurysm was seen in Albert Einstein, who despite having a known abdominal aortic aneurysm, presented with features simulating acute cholecystitis 6 . The correct diagnosis was not made until necropsy, where intraperitoneal blood from the ruptured aneurysm was found to track around the gallbladder. In patients with previously documented aneurysms, abdominal pain must be presumed to be due to aneurysm rupture until proved otherwiseÐthe Einstein sign. In young infants and children a retropharyngeal abscess typically shows itself with fever, sore throat, dysphagia and neck swelling. But the presentation can also be insidious.
CASE HISTORY
A 2 1 2 -year-old boy was referred to our department with acute airway dif®culties following adenoidectomy. The preceding history included recurrent sore throats, intermittent low grade pyrexia and cervical lymphadenopathy over two months. Tonsillitis had been diagnosed and treated with oral antibiotics but subsequently the child had developed increasing stertor and feeding dif®culties. These features had been thought due to adenoidal hypertrophy, hence the adenoidectomy. After the procedure, rapid onset of acute upper airway obstruction required emergency intubation and ventilation. Subsequent extubation failed on two occasions. On transfer to our unit, a plain lateral soft tissue neck radiograph showed widening of the prevertebral space ( Figure 1 ) and computed tomographic (CT) scanning revealed a massive bilateral and symmetrical retropharyngeal abscess (Figure 2 ). The abscess was treated initially by CTguided needle aspiration but it quickly reaccumulated. It was then incised and drained and the patient had no evidence of recurrent infection when reviewed two months later. ¯orid rather than insidious as here. Causes in children include upper respiratory tract infections, foreign bodies, trauma, cystic malformations and tuberculosis 1 . We have found no previous reports of diagnosis as a result of perioperative airway compromise. In this case we presume that the retropharyngeal abscess was secondary to recurrent tonsillitis and caused increasing snoring and stertor by anterior displacement of the adenoidal bed. The anterior bulging might have been spotted at operation but for the bilateral distribution and remarkable symmetry of the abscess.
CT scanning is more sensitive but less speci®c than lateral neck radiography in the detection of retropharyngeal abscesses. Its accuracy in differentiating abscess from cellulitis remain in doubt 2, 3 . CT scanning is also of use in the identi®cation of an underlying cause 4 . This case highlights an unusual and potentially dangerous presentation and underlines the importance of early radiological investigation. 
